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WORKPLACE INJURY FORM


Name of individual filling out Workplace Injury Form: _______________________________

Date: ______________________________ 

Date injury/illness reported:  ______________________________ 

Time injury/illness reported: ______________ 

Name of individual that reported the injury/illness: _____________________________ 

Name of individual who received the report of injury/illness: _____________________________ 

Full name of injured worker: __________________________________ 

Title/position/department of injured worker: __________________________________ 

Contact information (E.g., phone number, email etc) of injured worker:

Email: _____________________________

Phone Number: _________________________________

Date injury/illness occurred:  ______________________________  

Time injury/illness occurred: ______________ 

Location injury/illness occurred (Province? On the employer's premises?):  

______________________________  

Brief description of incident: 
	












Cause of the illness/injury: 

_____________________________________________________________________ 

Was the employee working alone? Yes ⬚	 No ⬚
 	 
Injury type: Negligible/None ⬚	Minor (First Aid only) ⬚  Medical Attention ⬚  Critical ⬚

First Aid Provided:  Yes ⬚  No ⬚

If first aid provided: 

Name of First Aider: ________________________ 

Qualifications:  Emergency First Aid ⬚  Standard First Aid ⬚  

Other (Please specify): ________________________ 

Description of First Aid Provided: 

_____________________________________________________________________ 

If medical additional attention required, provide details (clinic/hospital name, physician name etc) 

__________________________________________________________________________________

Will this be a lost-time injury: Yes  ⬚    No ⬚ 

Was there any property damage: Yes  ⬚   No  ⬚ 

If yes, describe the property damage: 
	







What factors/actions/omissions contributed to the incident: 

__________________________________________________________________________________

Addressable underlying causes: 

__________________________________________________________________________________

Suggested Corrective Action (Controls – administrative, engineering, PPE, discipline, training etc): 

_________________________________________________________________________________

Were there any other witnesses to the injury/illness: Yes  ⬚   No  ⬚ 

If yes, provide details: ______________________________________________________________

Additional Information and/or documentation: 
	









Completed by: ________________________________________


Date: ________________________________________________
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